The clinical and necropsy assessments of the cause answered. The corresponding figure for 1975 was 67 cases (8%). In 1984 necropsy was classed as essential, desirable, or of little interest in 759 cases (91%). When the degree of need had not been evaluated (76 cases, 9%) the case was classified as desirable on the assumption that the form would not have been used had necropsy not been intended. Forensic cases were not included in either year.
The causes ofdeath were classified using the 17 main diagnostic groups' and the corresponding A-list of 150 groups. The material was also divided according to age 3) . Most of the false positive and false negative diagnoses came from the medical wards. The medical department was responsible for most of the group VII diagnoses, 238 cases (81%), and the surgical department for many of group II 107 cases (31%) (table 2). All cases derived from the oncology department were diagnosed as group II.
The clinical certainty of all diagnoses rose from 404 cases (54%) in 1975 to 534 cases (64%) in 1984 (p< 0.02) (table 3) . Increase in certainty from 129 cases (43%) to 140 cases (60%) was found with ischaemic heart disease and cerebrovascular disease. This difference is significant (p < 0-02). In contrast, group II showed little change.
In both years about half of the cases came from the medical and a quarter from the surgical department (table 4) . There was an increase in the certainty of the physicians' clinical diagnoses in 1984: 175 cases (42%) to 234 cases (64%), p < 0-005. In the other departments the degree of certainty remained unchanged, except for paediatrics which decreased from 30 cases (80%) to nine cases (53%). Here, however, the number (23) 37 (17) 12 (4) 44 (19) of cases was low (n = 37 and 17). The greatest degree of certainty (50 cases, 86%) was from the department of oncology. Overall, in both years most necropsies were categorised as desirable and the percentage of cases in this group remained unchanged. There was a reduction in necropsies considered to be essential (table 5) with a parallel increase in those considered to be of little interest (p < 0-0005 in both years). The greatest drop in cases considered to be essential was in group II (p < 0-0005). In group VII (A-83 and 85) the drop in the essential cases was accompanied by an increase in those of little interest (p < 0-0005). The medical and surgical departments both found necropsies to be of decreasing interest (p < 0-0005 and p < 01002, respectively) (table 6).
In 1984 the highest percentage of essential necrop- sies was recorded in stillborn infants (an increase was recorded for males) (fig 4) . of the elderly patients dying in the medical wards probably did not present relevant therapeutic problems. 23 Now, as in 1975, the more active the treatment, the more involved the clinician, the greater his or her need for necropsy. Problems the clinicians have not recognised (false positive and negative diagnoses) still occur frequently. These are not minor differences, but total disagreement as to the cause ofdeath in these patients. Herein lies thejustification for the continued use ofthe necropsy as a final audit, particularly in teaching wards.
Our thanks are due to our colleagues in all departments of this hospital. The work was supported by the Norwegian Cancer Society. 
